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during most of working life, even if retired}
SeamsTpRess GermanNY 1 U.S. A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR-WITE

Felix AANG ,/ AeL Jo/n  Seiker (bec'i)
. SOCIAL SECURITY NO.

15. WAS DECEASED EVER IN U.5.. ARMED FORCES? Address
(Ves, or unknown) [ (If yes, give war or dates of servi Gq
T Na | elen GissyY 374 Megameo
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stating the ul .
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: FUR, . L N : ' ]DYu | M~Mo I 3 Unknown
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INJURY 2. o .
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20d INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or sbout home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
l .

farm, factory, street, office bldg., atc.)

£ AT WORK O
NOT WHILE AT WORK O

her ..
21, | sttended the deceased fromm._&’é—.- (4 nd last saw g alive DH_WL———
- ? a0 R m 6n the date stated sbovs, and 1o the best of my kne ge, from the causes stated.

Death occurred at.
22¢. DATE SIGNED

{Degrea or ftitls} 2?1: ADDRESS

23a. BURIA 23b. BATE 7 2 F3c NAME OF CEMETERY OR caemwav 23d. }ocmﬁ)—_
gi“%‘iﬁ‘airf-m 1] 1063 | Pasvary  Ce M. |ST dovis Mo

7 NERAL DIRECTOR ADDRESS | 25. DATE RECD. BY LOCAL REG: |25, REGISTRAR'S SIGNATURE

A e 2906 raree JAN 14 196 /A

USE BLACK INK
“OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
—— . S ———

or by T e 8] Student Embalmer No.

working under my perw:;ﬂvmon.—-—\\

Student

Signature of Student Embalmer

llcensed Embalmer No J7)L
P.O. AddreQZ g /m

Nofe:- The above MUST BE SIGNED.BY THE LICENSED EMBALMER.in his OWN HANDWRITING. (Fallure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be-so stated above.




